The majority of the necropsies were done by one of us (I.S.) and in every case the macroscopical and microscopical findings are derived from personal observations. A minimum of 8 sections was obtained from each of 24 of the 28 hearts. These were fixed in IO per cent formol saline and processed in a standard manner. All sections were stained with haematoxylin and eosin and selected sections by Gram's method, periodic acid-Schiff, iron haematoxylin and van Gieson, phosphotungstic acid haemotoxylin, and by Movat's pentachrome technique. For bacteriological studies a piece of the vegetation was removed with scissors and washed in several changes of broth to remove surface contamination. It was then crushed and the contents inoculated onto a variety of media. Such cultures were made in I9 cases.
Though infective endocarditis is frequently recognized in Uganda, there have been no detailed studies of its pathological features. Davies (1948) observed a 2-5 per cent prevalence of acute bacterial endocarditis in a general necropsy survey. The majority of cases arose from a primary septicaemia and the commonest organisms were pneumococci or neisseria. He noted that the affected valves usually showed no evidence of previous damage and that the aortic valve was most commonly affected. In a further necropsy study infective endocarditis was noted as a complication in 26 per cent of cases dying with rheumatic heart disease, and in 5-7 per cent of cases with endomyocardial fibrosis (Shaper, Hutt, and Coles, I968) .
A diagnosis of bacterial endocarditis was recorded in 2-2 per cent of all cardiac admissions to Mulago Hospital in I966 (D'Arbela, Kanyerezi, and Tulloch). Present clinical experience of infective endocarditis in Uganda is described elsewhere (Somers et al., I972b) .
In this study we 
Materials and methods
The majority of the necropsies were done by one of us (I.S.) and in every case the macroscopical and microscopical findings are derived from personal observations. A minimum of 8 sections was obtained from each of 24 of the 28 hearts. These were fixed in IO per cent formol saline and processed in a standard manner. All sections were stained with haematoxylin and eosin and selected sections by Gram's method, periodic acid-Schiff, iron haematoxylin and van 
Necropsy findings
The heart weights ranged from 200 g to 570 g with a mean weight of 363 g. The majority of cases had isolated aortic or mitral endocarditis. The aortic valve was involved alone in I5 cases, the aortic and tricuspid in one case, the aortic, mitral and pulmonary in one case, the mitral alone in Io cases, and the tricuspid alone in one case. The vegetations were described as large in 7 cases, of medium size in 4 cases, and small in I7. Ulceration, destruction, or perforation of the infected valve was commonly found, involving the aortic valve in IS ( Fig. I ) and the mitral valve in 2 cases. Rupture of chordae tendineae was noted in a further 4 cases. In 3 cases of aortic endocarditis the regurgitant jet had resulted in the formation of small ulcers and vegetations on the ventricular aspect of the anterior mitral cusp as described by Gonzalez-Lavin, Somerville, and Ross (1972) . In each case aortic cusp perforation was present. All the 28 cases showed active lesions of infective endocarditis (see Table) .
The macroscopical appearance of the affected valves was assessed as previously normal in I6 cases (57%), the majority being aortic. Seven cases of isolated mitral endocarditis showed major previous damage: chronic rheumatic heart disease in 3 and endomyocardial fibrosis affecting the posterior cusp of the mitral valve in 4. In the remaining cases the valves showed minor changes, probably rheumatic in origin, such as slight fusion of commissures of otherwise thin aortic valves and mild marginal thickening of the mitral valve.
The 
Histopathological findings
In all i6 of the apparently previously normal valves the spared cusps or parts of cusps of the affected valve were also histologically of normal appearance.
The cusps from the remaining cases showed some vascularization or fibrosis or both. In 7 of the I3 cases in which there was a positive bacterial culture from a vegetation at necropsy an organism of similar type was seen in the vegetation. The involved cusps in all cases showed acute inflammatory changes typical of an infective aetiology.
Several microscopical defects were found. Of 24 hearts examined in detail, 2I showed focal scars and focal areas of myocytolysis (Fig. 2) . Another frequent finding was the presence of intimal fibrous proliferation and mucoid oedema of the wall of the small coronary arteries (Fig. 3) . The latter changes were found in I4 cases, all of which also showed focal myocardial scars. A conspicuous increase of a basophilic cystic substance, with the staining properties of acid mucopolysaccharides, was observed in many cases in the heart and in the great vessels (Fig. 4) . It was to be found in one or more of the affected valves, the interstitial tissue of the myocardium, the walls of the main coronary arteries, the left ventricular endocardium, the media of the ascending aorta, and in the pulmonary artery trunk. In I7 of the 24 hearts examined in detail it was present in at least one of these sites.
Microabscesses were found in the myocardium in only 4 cases. No case showed coronary microemboli, myocardial infarction, or diffuse interstitial chronic inflammation. Aschoff bodies were not seen.
Comparison of aortic and mitral endocarditis Isolated aortic and isolated mitral endocarditis together comprised 25 of the total 28 cases (see Table) . While the picture of the mitral group was similar in many ways to classical infective endocarditis as seen in temperate climates, the aortic cases showed several special features and form a distinct group.
The 15 patients with isolated aortic endocarditis were all men, mostly in their third or fourth decades. The disease usually ran a rapid course, with death due to heart failure within 2 weeks from the onset of symptoms in about half the patients. Blood cultures taken in life from 6 cases had been negative. The There has also been a real increase in the incidence of infective endocarditis among older male patients with no clear antecedent heart disease (Hughes and Gauld, I966 Among the unexpected histological features were the frequency of myocardial scars in the absence of occlusive main coronary artery disease. Various myocardial lesions may be encountered in infective endocarditis and presumably the focal myocardial lesions found in this study represent healed myocardial involvement (Morgan and Bland, 1959) .
The changes in the smaller coronary vessels were of a nonatheromatous nature. Similar changes have sometimes been seen in other types of heart disease in Uganda such as rheumatic heart disease, endomyocardial fibrosis, and 'congestive cardiomyopathy' I972) . They did not resemble the embolic or inflammatory lesions which are often found in infective endocarditis (Brunson, I953) , and we presume that they preceded the bacterial infection. The conspicuous lack of myocardial abscesses is a notable feature in the present series.
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